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Non-suicidal self-injury (NSSI) has become an increasingly worrying phenomenon among adolescents and young adults. 
This study sought to address the paucity of data about the prevalence, nature, and functions of NSSI in the South African 
context. The Inventory of Statements about Self-harm and the Beck Depression Inventory-II were administered to 623 high 
school and university students recruited for the study. The results indicate an NSSI prevalence rate of 56.2% of the sample, 
with interfering with wounds, pulling hair, banging heads and cutting being the most common NSSI behaviour. The 
behaviour appeared to be associated more with intrapersonal functions like affect regulation and self-punishment than with 
interpersonal functions like communicating distress and maintaining boundaries. The implications of the findings for 
interventions and future research are discussed. 
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Introduction 
Youth is the developmental stage at which the first signs of psychological disorders often present. The 
prevalence of mental health concerns like self-harm and suicidal behaviour have increased dramatically in 
recent years, with suicide being the leading cause of death among younger individuals in emerging economies 
such as China (Law & Liu, 2008), India (Pillai, Andrews & Patel, 2009), and South Africa (South African 
Depression and Anxiety Group [SADAG], 2014). Research has shown that countries undergoing rapid socio-
political and economic transition have recorded associations between these changes and self-harm behaviour 
(Mäkinen, 2000; Rancans, Salander Renberg & Jacobsson, 2001). In these contexts, self-harm is often 
associated with psychological strain in the form of economic deprivation and unrealised aspirations (Zhang, 
Wieczorek, Conwell & Tu, 2011), and violence and feelings of hopelessness (SADAG, 2014; Shilubane, Ruiter, 
Van den Borne, Sewpaul, James & Reddy, 2013). 
Although not a new phenomenon, non-suicidal self-injury (NSSI) has recently become the focus of 
increased clinical and research attention. Previously considered to be a symptom of other psychiatric diagnoses, 
including borderline personality disorder (BPD), anxiety, and depression (Klonsky & Glenn 2009; Nock, Joiner, 
Gordon, Lloyd-Richardson, Mitchell & Prinstein, 2006; Whitlock & Knox, 2007), NSSI is now regarded as 
distinct enough in nomenclature and amenability to classification to warrant a separate diagnosis. It has 
therefore been included in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) of 
the American Psychiatric Association ([APA], 2013) as a condition that requires further investigation into a 
standalone diagnosis in future editions of the DSM. The importance of this possible inclusion lies not only in the 
potential for NSSI to be studied as a phenomenon, but for the mechanisms underlying this behaviour to be more 
fully explored. Although an abundance of literature on the nature and prevalence of NSSI behaviour in other 
countries exists, little data is available for the South African context. The present study sought to explore the 




Nock (2009) defines NSSI as direct, self-inflicted damage to one’s body (excluding socially sanctioned 
behaviours such as body piercing) without the intention to die. It includes cutting or carving with a razor or 
knife, burning, pinching, and scratching of body parts, and banging one’s head (Klonsky & Glenn, 2009). The 
behaviour appears to be equally prevalent across socio-economic statuses and ethnicities (Nock, 2009). The self-
injury in NSSI is usually of low lethality, although studies have shown that it often becomes serious enough to 
warrant clinical intervention (e.g., Makowska, Kropiwinicki & Gmitrowicz, 2016). 
Empirical studies suggest that the behaviour is common among young people, with studies reporting 
prevalence rates of between 9 and 46% in community samples (Lippi, 2014; Lloyd-Richardson, Perrine, Dierker 
& Kelley, 2007; Ross & Heath, 2002; Whitlock, Eckenrode & Silverman, 2006; Zetterqvist, 2015; Zetterqvist, 
Lundh, Dahlström & Svedin, 2013). It is unclear whether these widely differing prevalence rates reflect an 
accurate variation in rates of NSSI, as research findings have been affected by definition and measurement 
issues (Lloyd-Richardson et al., 2007; Zetterqvist, 2015). Multiple terms have been used to describe NSSI, 
including deliberate self-harm, parasuicide, self-injurious behaviour, and self-mutilation (Hoff & Muehlenkamp, 
2009). As some of these terms are associated with both NSSI and injury with suicidal intent (Mangnall & 
Yurkovich, 2008), this affects the confidence with which study findings can be meaningfully interpreted. 
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NSSI typically begins around 14 years of age 
and reaches a peak at 20 to 29 years of age before 
declining (APA, 2013). Studies on gender 
differences in prevalence rates have produced 
inconsistent findings with some reporting higher 
rates among females (Yates, Tracy & Luthar, 2008; 
Zetterqvist et al., 2013) and others indicating no 
gender effect (Gratz, 2001; Lippi, 2014). 
International studies have produced inconsistent 
findings in NSSI rates regarding race differences 
(Andover, Primack, Gibb & Pepper, 2010; Gratz, 
2001; Muehlenkamp & Gutierrez, 2007), while 
research in South Africa (Joe, Stein, Seedat, 
Herman & Williams, 2008; Lippi, 2014) indicates 
that Asian and Coloured individuals are more likely 
to engage in self-harm than their Black and White 
counterparts. 
The APA (2013) states that NSSI serves to 
(a) obtain emotional relief from an affective or 
cognitive state, (b) resolve an interpersonal diffi-
culty, and c) induce a positive feeling state. It ap-
pears that NSSI also serves to relieve anxiety, to 
provide distraction from painful emotions, to pun-
ish the self, to reduce dissociative symptoms, to 
block painful memories, and to communicate 
and/or relieve intrapersonal and interpersonal dis-




Nock and Prinstein (2004) suggest a four-factor 
model that elucidates the functions that NSSI 
behaviour serves. The functions are divided into 
two dichotomous dimensions: contingencies that 
are automatic versus social, and reinforcement that 
is negative or positive. Automatic-negative 
reinforcement refers to an individual’s use of self-
harm to achieve a reduction in other negative 
affective states (e.g., “to stop bad or negative 
feelings”). Individuals who engage in automatic-
positive reinforcement seek to create a positive 
physiological or psychological state (e.g., “I feel 
dead inside”, “I just want to feel something”). 
Automatic reinforcement, both positive and 
negative, appears to be commonly cited in NSSI 
literature (APA, 2013, Bheamadu et al., 2012). 
Social positive reinforcement functions refer to 
the use of NSSI to regulate or influence one’s 
social and interpersonal environment (e.g., “to get a 
reaction out of others”, “to make them take me 
seriously”), while social negative reinforcement 
refers to an individual’s use of NSSI to avoid 
negative social or interpersonal situations (e.g., “to 
avoid punishment from others”, “to avoid doing 
something unpleasant”). Klonsky and Glenn (2009) 
posit that the automatic and social functions 
respectively map directly onto their theorised 
intrapersonal and interpersonal constructs. This 
study employs Nock and Prinstein’s (2004) 
framework for understanding the mechanisms of 
NSSI behaviour in our context. Using a cross-
sectional survey design, the study sought to explore 
the prevalence, nature, and functions of NSSI 




Using a convenience sampling method, students 
from 10 schools in the Durban metropolitan area 
and from a first-year psychology class at the 
University of KwaZulu-Natal were invited to 
participate in the research. Of the 10 schools, six 
elected to participate on condition that their 
anonymity was maintained in the dissemination of 
findings. In both university and school settings, 
students who volunteered their participation were 
recruited into the study. 
 
Participants 
Six hundred and twenty-three participants aged 13 
to 24 years (M = 17.81, SD = 2.42) were recruited 
into the study. The sample included 460 females 
and 163 males, with participants’ level of education 
ranging from Grade 8 to first-year university stud-
ies. Four hundred and twenty-seven (68.5%) partic-
ipants self-reported being Black, 137 (22%) Indian, 
26 (4.2%) White, and 33 (5.3%) of mixed race. 
 
Instruments 
Inventory of statements about self-harm 
The Inventory of Statements about Self-Harm 
(ISAS), developed by Klonsky and Glenn (2009), 
measures the prevalence, nature, and functions of 
self-harm behaviour. The ISAS consists of two 
sections, the first of which requires participants to 
endorse NSSI behaviours they have engaged in, 
and the number of times they have engaged in that 
behaviour during their lifetime. Items include cut-
ting, scratching, biting, carving, interfering with 
wounds, pinching, swallowing dangerous substanc-
es, burning, and pulling hair. An additional five 
questions assess descriptive and contextual factors 
like age of onset, the experience of pain during 
NSSI, and whether NSSI is performed alone or 
around others. Participants who endorse one or 
more NSSI behaviours are requested to complete 
the second section of the ISAS, which assesses 13 
potential functions of NSSI in a Likert-based for-
mat. These 13 functions are then summed to pro-
duce an Interpersonal function (including auton-
omy, interpersonal boundaries, interpersonal influ-
ence, peer-bonding, revenge, self-care, sensation-
seeking, and toughness) and an Intrapersonal 
function (including affect regulation, anti-
dissociation, anti-suicide, marking distress, and 
self-punishment). 
In validation studies using community sam-
ples of youth, the ISAS has been found to have 
high levels of internal consistency for both the In-
terpersonal and the Intrapersonal functions (Klon-
sky & Glenn, 2009) and good test-retest reliability 
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over a one-year period (Glenn & Klonsky, 2011). 
In the present study, Cronbach alpha values of α = 
.92 were recorded for the Interpersonal scale and α 
= .91 for the Intrapersonal scale. 
 
Beck Depression Inventory-II 
The Beck Depression Inventory-II (BDI-II), devel-
oped by Beck, Steer and Brown (1996), is an ex-
tensively used 21-item instrument designed for the 
measurement of depressive symptomatology. 
Scores range from 0 to 3 for each item, with higher 
scores indicating more severe depressive symp-
toms. The scale was used as a measure of concur-
rent validity in the present study. Validation studies 
using community samples have indicated good 
internal consistency of the instrument (Segal, Coo-
lidge, Cahill & O’Riley, 2008; Whisman, Perez & 
Ramel, 2000). In the present study, a Cronbach 
alpha value of α = .92 was recorded for the BDI. 
 
Procedure 
Assistance with the research was sought from 
school principals and the registrar of the university 
with which participants were affiliated. For the 
school sample, parental consent was sought for 
those students who indicated that they wished to 
participate in the research. University students (all 
over the age of 18 years) were invited to participate 
at the end of psychology tutorials. Upon written 
consent being provided by university participants, 
and assent by school participants, the research 
questionnaire was administered by postgraduate 
psychology students. All questionnaires were 




Ethical clearance for the research was obtained 
from the Biomedical Research Ethics Committee at 
the University of KwaZulu-Natal, Durban 
(BE138/14). To deal with the possibility that 
participation in the research might induce distress, 
participants were advised that debriefing would be 
provided by school counsellors or the author (a 
registered psychologist) if they required same. 




The data was analysed using the Statistical Package 
for the Social Sciences (SPSS) (version 25). In 
addition to descriptive statistics, frequency and chi 
square analyses were used to explore the 
prevalence and nature of NSSI and BDI levels in 
the sample. An independent samples t-test was used 
to explore gender differences in scores on the BDI 
while a paired sample t-test was used to compare 
endorsement of NSSI functions. To compare race, 
age, and gender differences on intrapersonal and 
interpersonal functions, two three-way analyses of 
variance (ANOVAS) were performed. Finally, a 
bivariate correlation analysis was used to explore 




Frequency analyses indicated that, of the total 
sample (N = 623), 350 participants (56.2%) had 
engaged in some form of NSSI behaviour (range = 
0-6218, M = 107.97, SD = 412.22). Chi square 
analyses indicated no significant race, age, or 
gender associations in the overall endorsement of 
NSSI behaviour; however, there were significant 
race and age differences in individual NSSI 
behaviours. 
As can be seen in Table 1, interfering with 
wounds, pulling hair, head banging, and cutting 
were the most commonly endorsed NSSI acts in the 
sample. In terms of gender, interfering with 
wounds was the most commonly endorsed 
behaviour for both males and females (28.8% and 
29.3% respectively), followed by banging or 
hitting self for males (26.4%), and cutting for 
females (23.9%). With respect to race, the 
mixed-race group showed significantly higher 
endorsements of several NSSI behaviours with 
cutting, burning and swallowing dangerous 
substances being among these. Of those who 
endorsed NSSI behaviour, 279 participants (79.7%) 
had engaged in at least two forms of self-injury. 
Of those who provided the age at which they 
initially self-harmed (n = 327), the majority 
(61.9%) reported being 13 years and under at the 
time of first harm, while 30.9% were between the 
ages of 14 and 16 years (M = 12.8 years, SD = 
2.70). 
4 Naidoo 
Table 1 Participant demographics and the presence of NSSI behaviour with percentages and Chi square analyses (N = 623) 
NSSI present Gender  
X2 p 
df = 1  Race   
X2 p 
df = 3   
Age in 
years   
X2 p 




n = 163 
Female 
n = 460 2.48 0.11 
Black 
(n = 427) 
Indian 
N = 137 
White 
n = 26 
Mixed 
n = 33 7.75 0.05 
13–14 
n = 72 
15–16 
n = 130 
17–18 
n = 141 
19–20 
n = 214 
Over 21 
n = 66 2.29 0.68 
Cutting 32 (19.6) 110 (23.9) 1.25 0.26 98 (23.0) 25 (18.2) 5 (19.2) 14 (42.4) 9.02 0.02 19 (26.4) 30 (23.1) 33 (23.4) 47 (22.0) 13 (19.7) 1.00 0.90 
Scratching 29 (17.8) 89 (19.3) 0.12 7.22 92 (21.5) 16 (11.1) 4 (15.4) 6 (18.2) 6.81 0.07 13 (18.1) 23 (17.1 23 (16.3) 43 (20.1) 16 (24.2) 2.19 0.70 
Biting 35 (21.5) 105 (22.8) 0.12 0.72 113 (26.5) 12 (8.8) 4 (15.4) 11 (33.3) 21.6 0.00 19 (24.6 21 (16.2) 29 (20.6) 57 (26.6) 14 (21.2) 6.09 0.19 
Banging 43 (26.4) 105 (22.8) 0.83 0.36 103 (24.1) 24 (17.5) 8 (30.8) 13 (39.4) 8.13 0.04 17 (23.6) 36 (27.7) 32 (22.7) 49 (22.9) 14 (21.2) 1.52 0.82 
Burning 19 (11.7) 57 (12.4) 0.61 0.80 62 (14.4) 7 (5.1) 3 (11.5) 4 (12.1) 8.58 0.03 4 (5.6) 10 (7.7) 23 (16.3) 27 (12.6) 12 (18.2) 9.89 0.04 
Interfering 
with wounds 
47 (28.8) 135 (29.3) 0.01 0.90 131 (30.7) 31 (22.6) 7 (26.9) 13 (39.4) 5.03 0.16 24 (33.3) 41 (31.5) 37 (26.2) 58 (27.1) 22 (33.3) 2.53 0.63 
Carving on 
skin 
21 (12.9) 48 (10.4) 0.73 0.39 53 (12.4) 10 (7.3) 1 (3.8) 5 (15.2) 4.69 0.19 7 (9.7) 13 (10) 19 (13.5) 20 (9.3) 10 (15.2) 2.87 0.57 
Rubbing skin 37 (22.7) 82 (17.8) 1.85 0.17 101 (23.7) 13 (9.5) 3 (11.5) 2 (6.1) 18.51 0.00 12 (16.7) 16 (12.3) 26 (18.4) 48 (22.4) 17 (25.8) 7.6 0.10 
Pinching 34 (20.9) 102 (22.2) 0.12 0.72 101 (23.7) 19 (13.9) 4 (15.4) 12 (36.4) 10.63 0.01 20 (27.8) 31 (23.8) 26 (18.4) 47 (22.0) 12 (18.2) 3.26 0.51 
Needles 24 (14.7) 57 (12.4) 0.57 0.44 69 (16.2) 4 (2.9) 2 (7.7) 6 (18.2) 17.5 0.01 10 (13.9) 9 (6.9) 17 (12.1) 30 (14.0) 15 (22.7) 10.12 0.03 
Pulling hair 40 (24.5) 109 (23.7) 0.04 0.82 112 (26.2) 23 (16.8) 7 (26.9) 7 (21.2) 5.34 0.14 19 (26.4) 27 (20.8) 35 (24.8) 49 (22.9) 19 (28.8) 1.99 0.73 
Swallow 
substances 
26 (16.0) 79 (7.2) 0.12 0.72 81 (19.0) 10 (7.3) 5 (19.2) 9 (27.3) 12.95 0.00 13 (18.1) 22 (16.9) 24 (17.0) 35 (16.4) 11 (16.7) 0.11 0.99 
Other NSSI  6 (3.7) 16 (3.5) 0.01 0.90 14 (3.3) 4 (2.9) 0 (0.0) 4 (12.1) 8.33 0.04 3 (4.2) 8 (6.2) 3 (2.1) 7 (3.3) 1 (1.5) 4.35 0.36 
Note. Significant findings are presented in bold. 
 
Table 2 Participant demographics and BDI-II levels with percentages and Chi square analyses (N = 623) 
BDI-II levels Gender  
X2 p 
df = 3  Race   
X2 p 
df = 9   
Age in 
years   
X2 p 
df = 12 
 
Male 
n = 163 
Female 
n = 460 15.31 .00 
Black 
(n = 427) 
Indian 
n = 137 
White 
n = 26 
Mixed 
n = 33 34.1 .00 
13–14 
n = 72 
15–16 
n = 130 
17–18 
n = 141 
19–20 
n = 214 
Over 21 
n = 66 14.92 .24 
Normal  96 (58.9) 195 (42.4)  187 (43.8) 81 (59.1) 10 (38.4) 13 (39.4)  32 (44.4) 55 (42.3) 63 (44.7) 108 (50.5) 33 (50.0)  
Mild 24 (14.8) 81 (17.6)  84 (19.7) 15 (11.0) 6 (23.1) 0 (0.0)  10 (13.9) 15 (11.5) 30 (21.2) 40 (18.7) 10 (15.1)  
Moderate 28 (17.1) 98 (21.3)  96 (22.5) 19 (13.9) 4 (15.4) 7 (21.2)  15 (20.9) 30 (23.1) 30 (21.2) 39 (18.2) 12 (18.2)  
Severe 15 (9.2) 86 (18.7)  60 (14.0) 22 (16.0) 6 (23.1) 13 (39.4)  15 (20.9) 30 (23.1) 18 (12.9) 27 (12.6) 11 (16.7)  
Note. Significant findings are presented in bold. 
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One hundred and twenty-nine participants 
(36.9%) reported experiencing pain during the act, 
while 120 (34.3%) reported no pain, and 101 
(28.9%) sometimes experienced pain. Of the 337 
participants who answered the question “are you 
alone when you self-harm?,” 217 (64.4%) indicated 
that they were, while 83 (24.6%) indicated that they 
were sometimes alone, and 37 (11.0%) indicated 
that they were not alone at the time. Of those who 
indicated the amount of time that elapses between 
experiencing the urge to self-harm and engaging in 
the behaviour (n = 321), 51.4% indicated that < 1 
hour elapsed, followed by 1 to 3 hours (20.2%), 3 
to 6 hours (5.3%), 12 to 24 hours (1.9%) and > one 
day (18.7%). Of those who answered the item “do 
you want to stop?” (n = 314), the majority (62; 
83.4%) indicated that they would like to stop while 
52 participants (16.6%) indicated that they had no 
wish to stop hurting themselves. Finally, of those 
who indicated when last they had self-harmed (n = 
302), the majority (56.3%) indicated that they had 
done so in the last year, with 24.2% indicating that 
their last engagement in self-harm was in the last 
month. Thirty percent of participants had last self-
harmed more than two years prior to participation 
in the study. 
To compare BDI levels, scores were 
categorised as: 0 to 19 (normal), 14 to 19 (mild), 20 
to 28 (moderate) and 29 to 63 (severe) (Beck et al., 
1996). Frequency analyses indicated that 32.4% of 
the sample reported mild depressive symptoms, 
while 38.4% reported moderate to severe 
symptoms. An independent samples t-test indicated 
that females (M = 17.55, SD = 12.82) had 
significantly higher mean scores than males (M = 
12.92, SD = 11.01), [t(62) = -4.10, p < .001, d = 
0.20]. No significant race or age differences in BDI 
scores were recorded. Chi square analyses (Table 
2) indicate significant gender differences; more 
females endorsed mild, moderate, and severe 
depressive symptoms compared to males. 
Significant race differences in BDI levels are 
indicated: more White participants endorsed mild 
depressive symptoms than the other race groups, 
while more Black and mixed-race participants 
endorsed moderate levels of BDI symptoms. 
Mixed-race participants also reported a higher rate 
of severe depressive symptoms compared to the 
other race groups. Although there were no 
significant age differences in BDI levels, the 15 to 
16 year age group had a higher percentage of 
participants (46.2%) with moderate to severe BDI 
scores compared to the other age groups. 
Descriptive properties were examined for the 
ISAS and the BDI. Descriptive statistics for the 
ISAS functions were: Interpersonal: range = 0–40, 
M = 7.10, SD = 9.70, skewness (statistic = 1.206, 
SE = .098, z = 12.30), and kurtosis (statistic =  
-.204, SE = .195, z = 1.04); comparative statistics 
for the Intrapersonal scale were: range = 0–28, M = 
6.31, SD = 7.68, skewness (statistic = .879, SE = 
.098), and kurtosis (statistic = .515, SE = .195). The 
distribution of scores for both subscales differed 
significantly from what would be expected under 
the normal curve. Consequently, scores for both 
subscales were subjected to a square root 
transformation. Estimates of skewness for the 
transformed Interpersonal subscale (statistic = .573, 
SE = .098, z = 2.40) and kurtosis (statistic = 
-1.2085, SE = .195; z = 3.23), and the transformed 
Intrapersonal subscale (statistic = .338, SE = .098, 
z = 3.44) and kurtosis (statistic = -1.540, SE = .195, 
z = -7.29) indicated that the distribution of 
transformed scores did not differ significantly from 
what would be expected under the normal curve 
(Kim, HY 2013). Transformed scores for the ISAS 
were consequently used in all subsequent analyses. 
Descriptive statistics for the BDI were: 
range = 0–57, M = 16.34, SD = 12.54, skewness 
(statistic = .745, SE = .098, z = 7.60), and kurtosis 
(statistic = .135, SE = .195, z = .69). Taken 
together, these statistics indicate that the BDI total 
scores differed significantly from what would be 
expected under the normal curve. Consequently, 
scores for the BDI were subjected to a square root 
transformation. Estimates of skewness for the 
transformed variable (statistic = -.400, SE = .098, 
z = -.408) and kurtosis (statistic = -.410, SE = .195; 
z = -2.10) indicate that the distribution of 
transformed scores do not differ significantly from 
what would be expected under the normal curve 
(Kim, HY 2013). Transformed scores for the BDI 
were consequently used in all further analyses. 
To compare endorsement of interpersonal and 
intrapersonal functions of NSSI (prorated by 
dividing scale scores by the number of subscales, 
eight for the Interpersonal scale and five for the 
Intrapersonal scale), a paired sample t-test was 
used. The results indicate that intrapersonal 
functions (prorated M = 1.42, SD = 1.94) were 
significantly more endorsed than interpersonal 
functions (prorated M = 0.88, SD = 1.21), [t(.622) = 
-18.26, p < .001, d = 0.73]. 
To compare race, age, and gender differences 
on intrapersonal and interpersonal functions, two 
three-way ANOVAS were performed on the 
functions (multi-collinearity of the scales did not 
permit a MANOVA). Given the large sample size, 
a more stringent significance level of 0.01 was set 
for these analyses to reduce the possibility of 
Type II errors, (Kim, J 2015). The ANOVA for 
interpersonal functions indicated that there was no 
significant interaction effect of race, age, and 
gender on interpersonal functions, F (8,587) = .55, 
p = 0.82. There was a significant main effect for 
race, F (3,587) = 4.71, p < 0.01; however, the effect 
size was small (partial eta squared = 0.02). Post hoc 
comparisons using the Tukey test indicated that 
transformed mean Interpersonal scores for Blacks 
(M = 1.92, SD = 2.07) were significantly higher 
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than those for Indians (M = 1.30, SD = 1.77). The 
main effects for age F (4,587) = 3.25, p = 0.02 and 
gender F (1,587) = 1.79, p = 0.18 did not reach 
statistical significance. 
The three-way ANOVA for intrapersonal 
functions indicated that there was no significant 
interaction effect of race, age, and gender on 
intrapersonal functions, F (8,587) = .71, p = 0.68. 
There was a significant main effect of age, 
F (4,587) = 3.71, p < 0.01; however, the effect size 
was small (partial eta squared = 0.03). Post hoc 
comparisons using the Tukey test indicated that 
transformed mean Intrapersonal scores for the 15 to 
16 year age group (M = 2.20, SD = 1.20) were 
significantly higher than those of the 17 to 18 year 
age group (M = 1.60, SD = 1.80) and the 19 to 20 
year age group (M = 1.53, SD = 1.75). The main 
effects for race F (3,587) = 3.27, p = 0.02 and 
gender F (1,587) = .05, p = 0.82 did not reach 
statistical significance. 
Finally, the relationship between ISAS func-
tions and BDI scores was examined using Pearson 
product-moment correlation coefficient. There was 
a strong positive correlation between the In-
trapersonal and Interpersonal scales, r = .86, 
p < 0.001; a moderate correlation between the In-
trapersonal scale and BDI scores, r = .40, p < 0.001 
and a weak correlation between the Interpersonal 
scale and BDI scores, r = .28, p < 0.001. 
 
Discussion 
The findings suggest that the high prevalence rate 
of NSSI behaviour in this sample is similar to that 
of clinical samples in inpatient settings in Western 
settings (Darche, 1990; DiClemente, Ponton & 
Hartley, 1991). Other South African studies have 
also recorded higher than average prevalence rates 
(e.g., Lippi, 2014), indicating that NSSI may be a 
serious problem in our context. The finding that the 
majority of the sample reported mild to severe 
depressive symptoms may help to explain this 
association. In addition, the fact that nearly 80% of 
the sample endorsed more than one type of NSSI 
suggests that the behaviour may be more deliberate 
than suggested by current perceptions that self-
harm may be an innocuous developmental 
preoccupation. Given the rapid socio-political and 
economic change that the country has experienced, 
these high rates may indicate a cohort of young 
individuals struggling to find a sense of self in an 
uncertain political and social climate. Zhang et al. 
(2011) suggest that strain theory (Merton, 1938), 
which posits that strain results from society 
pressurising individuals to achieve socially 
accepted goals, although they don’t have access to 
the resources to do so, may be a useful model to 
explain self-harm behaviour in such contexts, as 
opposed to the more popular psychiatric model 
adopted in the West. Further research is however 
indicated to further understand this complex 
interplay of social and political dynamics in the 
development of NSSI in the South African context. 
The finding of no gender association in 
endorsement of NSSI behaviour is consistent with 
some studies using community samples (Gratz, 
2001; Idemudia, Maepa & Moamogwe, 2016; 
Lippi, 2014). The literature, however, reports a 
higher prevalence among females compared to 
males over the years (Pillay & Pillay, 1987; Ross & 
Heath, 2002; Whitlock, Muehlenkamp, Eckenrode, 
Purington, Abrams, Barreira & Kress, 2013). This 
finding suggests that NSSI in this sample may be 
related less to biological differences and more to 
contextual similarities. 
Consistent with other research (Bheamadu et 
al., 2012; Kortge, Meade & Tennant, 2013; Nock & 
Prinstein, 2004), the period of first onset of NSSI in 
this sample was during early adolescence; only a 
small percentage reported first onset in the period 
approaching young adulthood. The period during 
which they were most at risk for self-harm was 
between the ages of 10 and 16 years. There was 
also an age effect on intrapersonal functions in the 
present study; 15 to 16 year olds engaged in NSSI 
to regulate intrapersonal needs significantly more 
than the 17 to 20 year age group. This may be 
related to the former age cohort also having a 
higher percentage of participants with moderate to 
severe BDI scores compared to the latter group. 
The most common types of NSSI found in this 
sample (interfering with wounds, pulling hair, 
banging or hitting self, and cutting) is consistent 
with those of other studies (Hamza & Willoughby, 
2013; Kortge et al., 2013; Tatnell, Hasking, 
Newman, Taffe & Martin, 2017). 
It would appear that for most participants, 
their engagement in self-harm behaviour was to 
meet the intrapersonal needs of affect regulation, 
marking distress, self-punishment, and regulating 
suicidal and dissociative feelings, rather than 
interpersonal needs like communicating distress, 
maintaining boundaries, bonding with peers, and 
sensation seeking, as measured by the ISAS. This 
finding is consistent with those of other studies 
(Klonsky 2007; Kortge et al., 2013, Nock & 
Prinstein, 2004). The higher correlation found 
between the Intrapersonal scale and BDI scores as 
compared to that between the Interpersonal scale 
and BDI scores, supports the literature, which 
indicates that NSSI behaviour is associated with 
affect regulation (Klonsky & Glenn, 2009; Tatnell 
et al., 2017). Paradoxically, although NSSI would 
appear to serve the purpose of regulating suicidal 
feelings (Klonsky & Glenn, 2009), engagement in 
self-injury has been shown to be a gateway to later 
suicidal behaviour (Whitlock et al., 2013). Through 
repeated self-injury over time, an individual may 
develop the capability to enact a suicide attempt 
and once developed, the acquired capability for 
suicide is not easily amenable to therapeutic 
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modification (Van Orden, Witte, Cukrowicz, 
Braithwaite, Selby & Joiner, 2010). The literature 
suggests that the two latent dimensions of acquired 
capability, lowered fear of death and elevated 
physical pain tolerance, develop through habitua-
tion and opponent processes are likely to remain 
relatively stable over time (Joiner, 2005; Van Or-
den et al., 2010). It is evident then that interven-
tions to prevent the development of suicidal feel-
ings in the first instance may break this feedback 
loop. Joiner (2005) suggests that interventions to 
reduce perceptions of burdensomeness and thwart-
ed belongingness (theorised to lead to the devel-
opment of suicidal ideation) and which have been 
shown to be amenable to therapeutic efforts, are 
necessary to mitigate this risk. 
The finding of a significant race effect on en-
dorsement of interpersonal functions and higher 
scores on the BDI (Black participants reported 
higher scores than Indian participants for interper-
sonal functions and a higher rate of severe depres-
sive scores compared to the other race groups) sug-
gests a cultural element in the association between 
race, NSSI, and depression. In a country in which 
opportunities for Blacks remain limited, it is easy 
to understand how sustained deprivation can lead to 
depressive states. It is also likely that for these 
young people, having traditionally been raised 
within extended family systems, NSSI serves the 
purpose of communicating their emotional distress 
in order to activate support systems. The finding 
suggests that the implementation of multi-sectoral 
interventions designed to foster known protective 
factors among Blacks (Flisher, Liang, Laubscher & 
Lombard, 2004) is required to moderate their en-
gagement in NSSI. South African studies have 
found that improved social support helped to re-
duce self-harm behaviour (Idemudia et al., 2016; 
Pretorius, 2011). 
The finding of a significantly higher incidence 
of some of the more lethal forms of NSSI behav-
iour (cutting, swallowing dangerous substances) 
among students of the mixed-race group appears to 
be a cause for some concern. The finding that this 
cohort (together with Black participants) also evi-
denced higher rates of moderate depression intensi-
fies this concern. There was, however, a small 
number of mixed-race participants in this sample, 
and future research should more fully explore this 
finding with a larger, more representative sample of 
mixed-race students. 
The finding that the majority of participants 
were alone at the time of self-harm and engaged in 
the act less than an hour after contemplating it, 
suggests an element of impulsivity that needs to be 
addressed. Restricting the means to self-harm 
(knives, dangerous substances) has been shown to 
reduce this behaviour, and this intervention, partic-
ularly for high risk individuals, needs to be given 
more consideration (Anestis & Bryan, 2013). In 
addition, better monitoring by family members and 
significant others may help to mitigate this risk. 
An encouraging finding was that the majority 
of participants reported that they would like to stop 
harming themselves. This suggests that better so-
cial support and psychoeducation may help to re-
duce the alarming rate of NSSI in this context. Giv-
en the early onset of NSSI, schools are in a prime 
position to teach preadolescents and adolescents 
life orientation lessons that build self-esteem, en-
hance adaptive coping and communication skills, 
deal with depressive symptoms, and how to access 
psychological support when needed. School and 
university psychologists can use dialectical behav-
iour therapy, which has been shown to reduce both 
self-harm and depressive symptoms (Mehlum, 
Tørmoen, Ramberg, Haga, Diep, Laberg, Larsson, 
Stanley, Miller, Sund & Grøholt, 2014). Although 
it is acknowledged that routine screening for self-
harm behaviour in schools has human resources 
and financial implications, and has sometimes been 
shown to yield false positives (Lake & Gould, 
2011), it may go a long way towards reducing what 
appears to be a highly prevalent phenomenon in our 
context. 
The findings of the present study may have 
been compromised by the inclusion of a university 
sample that may represent a high-risk group for 
NSSI. In addition, the use of a single endorsement 
of NSSI to distinguish injurers from non-injurers 
may have led to the high prevalence reported in this 
study. For example, at least one study excluded 
interfering with wounds (the most prevalent NSSI 
behaviour in the present study) from analyses and 
this affected NSSI prevalence rates (Lloyd-
Richardson et al., 2007). Future research needs to 
more fully explore the nuances that characterise 
definitions of deliberate self-harm. Finally, the use 
of self-report measures for NSSI and depressive 
symptoms may have resulted in social desirability 
issues which may have compromised the findings. 
Strengths of the study are the relatively large sam-
ple size, and this being the first attempt to describe 
the functions of NSSI in the South African context. 
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